The approaches Hong Kong Chinese mothers adopt to teach their preschool children to prevent influenza: a multiple case study at household level by unknown
RESEARCH ARTICLE Open Access
The approaches Hong Kong Chinese
mothers adopt to teach their preschool
children to prevent influenza: a multiple
case study at household level
Winsome Lam1,2*, Cathrine Fowler2 and Angela Dawson2
Abstract
Background: In Hong Kong, the population is at risk of seasonal influenza infection twice a year. Seasonal influenza
is significantly associated with the increased hospitalization of children. Maintaining personal hygiene and vaccination
are the most effective measures to prevent influenza infection. Research demonstrates a positive relationship between
the health practices applied by parents and the behaviour of their children highlighting the importance of parental
heath education. However, there is minimal research that provides an understanding of how Hong Kong Chinese
parents teach their children to prevent seasonal influenza.
Methods: Mixed methods research was undertaken that employed a multiple-case study approach to gain an
understanding of parental teaching practices regarding seasonal influenza prevention. Purposive intensity sampling
was adopted to recruit twenty parents and their healthy children. A thematic analysis was employed to examine the
qualitative interview data and the quantitative survey data were examined descriptively. These data were then
integrated to provide a more rigorous understanding of parental teaching strategies. Comparisons were made across
cases to reveal commonalities and differences.
Results: Five major themes were identified: processes parents used to teach personal hygiene; parent-child interaction
during teaching; approaches to managing children’s health behaviours; enhancing children’s healthy practices; and
parents’ perspective of the role of the nurse in health promotion.
Conclusions: This study provided valuable insight into the approach of Hong Kong Chinese parents in teaching their
children to prevent seasonal influenza. The results indicate that parents can be better supported to develop effective
strategies to teach their preschool children hygiene practices for seasonal influenza prevention. Partnerships with
community nurses can play a role in building effective parent-child interactions to enhance children’s learning and
adoption of healthy practices.
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Background
In Hong Kong, influenza is usually common in the periods
from January to March and July to August [1]. The virus
is transmitted from person-to-person through droplet and
direct contact [1, 2]. Yearly influenza epidemics can
seriously affect all age groups but particularly those
with immature or compromised immune systems such
as young children and the elderly with chronic illness
[1, 3]. The viruses causing influenza are constantly
changing. Exposure to these new virus variants can po-
tentially lead to influenza epidemics [2, 3]. Maintaining
personal hygiene including proper hand washing, cough
etiquette and regular seasonal influenza vaccination up-
take [1, 4] are recommended as the most effective mea-
sures to prevent the spread of influenza [3, 5].
Research demonstrates a positive relationship between
the health practices used by parents and children’s be-
haviour [6]. A study by Song et al. (2013) demonstrates
that parents’ hand washing practices are significantly
correlated with children’s hand hygiene practice and re-
search suggests that the hand hygiene behaviour of
adults is likely to be the result of lessons learned in
childhood [7]. Young children spend extended periods
of time with their parents ideally positioning parents,
through their daily interactions, to teach and reinforce
their children’s health knowledge and practices. Without
family involvement, health practices are unlikely to be sus-
tained once the health promotion intervention ceases [8].
The preschool period is recommended as the most
suitable time for parents to initiate and support their
children to develop lifelong health behaviours [9]. Pre-
school children learn health knowledge and practices as
a result of parental modelling and repeated opportunities
for practicing these health behaviours [10, 11]. Parents
assist children internalize these health practices into their
daily behaviours through repeated interactions embedding
the behaviours as lifelong habits. These regular practices
have also demonstrated lasting effects on subsequent adult
activity-related behavioural patterns [12].
The cognitive and functional abilities of preschool
children are still developing [10, 11]. Their ability to
manage and remember a large amount of health know-
ledge and practices at a single interaction may be chal-
lenged. To develop competence children often require
information to be repeated and several opportunities to
practice tasks along with appropriate encouragement
[13]. The effectiveness of parental teaching depends on
the extent to which this teaching has advanced a child’s
understanding of the health practice [14]. A child’s level
of understanding will impact upon their health practice
compliance. If parents can enhance children’s under-
standing of health practices such as correct hand wash-
ing compliant, the risk of preschool children contracting
infectious diseases such as influenza will be lowered.
Using a teaching process that includes: alerting the child
to a teaching moment, providing visual cues and verbal
instruction, giving encouragement and providing feedback
will assist both the child and parent [15]. Importantly,
parental teaching strategies assist in the effectiveness of
children’s learning and the enhancement of the parent-
child interaction through one or two way communica-
tion [16]. In addition, providing clear and consistent
messages to the child, allowing time to question, and
appreciating the child’s efforts through the provision of
feedback have also been found to be useful [10, 11].
A review of the literature identified that most research
studies are focused on the association of parenting styles
either related to healthy lifestyles such as healthy eating
[17, 18] or health practices such as internet use [19].
There is minimal research investigating the teaching
approaches of parents, particularly Hong Kong Chinese
parents regarding how they teach their preschoolers to
prevent seasonal influenza. It is therefore worthwhile in-
vestigating how parents and their preschoolers interact
to develop health practices and build prevention know-
ledge. The aim of this study is to provide an insight into
parents’ roles and teaching approaches when supporting
their children’s development of health practices, par-
ticularly those to prevent influenza occurring within
the household.
Methods
This mixed methods research study employed a
multiple-case approach [20, 21] to gain an understand-
ing of parents’ health teaching practices and their inter-
action with preschool children regarding seasonal
influenza prevention. A case comprised a parent with a
preschool child between 3-to-5 years. The approach
allowed the researchers to analyze phenomena from
multiple perspectives within each real-life setting and
across settings to understand the similarities and differ-
ences between the cases; discover previously unknown
features regarding culture specifically Chinese parental
teaching and parent-child interactions related to seasonal
influenza prevention [22, 23].
Recruitment and participants
Purposive intensity sampling was used to recruit 20
Hong Kong Chinese parents and their healthy preschool
children aged from 3-to-5 years old. A networking
approach was used to identify potential preschools. Let-
ters and study information sheets were sent via the
person-in-charge of five Hong Kong kindergartens for
distribution to Chinese parents, inviting them to partici-
pate in the study by contacting the researcher. Study
participants were ultimately enrolled from three kinder-
garten schools. The researcher then personally invited
the parents and provided a detailed explanation of the
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research. The selection criteria were parents with
healthy 3-to-5 year old children who were willing to
communicate and share their experiences. In total, 23
parents were contacted and 20 parents agreed to partici-
pate in this study.
Eleven families were living in private apartments and
nine families were living in public estates. Nine families
had three generations: grandparent, parent and child liv-
ing in the same household. Eleven families had two gen-
erations: parent and child living in the same household.
Data collection
Data collection was conducted by a researcher with a
history of clinical experience in family health education,
health promotion, and skills in conducting family inter-
views. Data were obtained from multiple data sources.
These sources included: a semi-structure interview
guide, an observational checklist and a demographic sur-
vey. The in-depth semi-structured interviews were car-
ried out first. Open-ended questions were used to elicit
participants’ teaching strategies and included “what con-
cerns, issues or challenges do you face when trying to
encourage your child to prevent influenza and carry out
healthy practices” and “what are the strategies/activities
you use at home to promote your child’s healthy behav-
iours or minimize the risk of developing influenza”. The
responses were digitally recorded and transcribed verba-
tim. As part of the interview phase, closed questions in a
survey format were used to collect participants’ demo-
graphic data.
The mothers were then invited to demonstrate the
procedure of teaching their children to wash their hands
and wear a facemask. The mothers were not provided
with any instructions or prompting on how to undertake
this task by the researcher during the observation. The
aim of this data collection technique was to identify the
mother’s existing knowledge and skills in teaching and
supporting her child’s hand washing technique. Maternal
teaching strategies and parent-child interactions during
the demonstration were observed and recorded using an
observational checklist. A framework was used to guide
the observations that involved identifying the steps par-
ents took when teaching hand washing and facemask
wearing [15]. These steps were: alerting the child to the
activity to be learned or practiced; instructing the child
to perform what is expected or the steps to be taken;
allowing the child to demonstrate; evaluating the stand-
ard of the child’s health practice; and providing feedback
to the child on their health practice performance [15].
The observations of parent-child interaction involved:
one or two way communication; clear and age appropri-
ate task instructions; showing appreciation of the task
attempts; providing encouragement when encountering
something difficult; and language style used by the
parent [15]. Both teaching strategies and the character-
istics of parent-child interaction were assessed using a
dichotomous scale (yes/no) with a space for reflective
notes to be written on each item.
The demographic survey, semi-structured interview
guide and observational checklist were validated, using a
content validity index with four-point scale ranging from
1-to-4 (not relevant = 1, some relevance = 2, very rele-
vant = 3, extremely relevant = 4), by a panel of academic
experts, community nurses and school teachers who
were knowledgeable about infection control and child
and family health. This index ensured that the questions
were technically correct, unambiguous, culturally appro-
priate and able to provide adequate information to ad-
dress the proposed research questions [24].
Data analysis
The process of data analysis was conducted concurrently
with data collection, as constructs from the previous
interview guided the collection of data in the next inter-
view. The tape was replayed within 1 or 2 days after the
interview with the researcher carefully listening to the
questions and the tone of the responses. Each taped
interview was transcribed verbatim from Cantonese to
English. All communication forms including laughter,
pauses in the conversation and expletives were also in-
cluded in the script. After the transcription, the whole
script was checked against the tape for accuracy. Back
translation of the quotes from English to Cantonese,
were completed to ensure the validity of qualitative data.
The concordance between the interview and observation
data enhanced the rigor of the findings [21].
A thematic analysis of the interview transcripts was
employed to categorize, tabulate and examine the data
to address the propositions of the study [22]. First, the
raw data from the 20 semi-structured interviews were
reviewed to mark and link primary codes according to
the research objectives. These codes were grouped into
broad categories through repetitive scanning of the data
[22]. The categories were then collated into theme clus-
ters. Analysis continued until no new themes emerged
[21, 25, 26]. Data saturation was observed when similar
meanings and categories were noted from the data after
the eighteenth interview. Two additional interviews were
completed to confirm that the mothers were not provid-
ing new data.
A deductive approach was then, applied for pattern-
matching [21]. The researcher went back to the original
data, read through it repeatedly and compared the de-
rived patterns with previously outlined predefined pat-
terns in order to ensure no missing data and consistency
with the study objectives. The themes and data extrac-
tion were independently examined by two other re-
searchers in order to achieve an agreement on pattern
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matching for the purpose of internal reliability of the
study [22]. Exclusions to the thematic codes were also
discussed with these researchers.
The demographic and numerical data from the surveys
and observational checklist revealed an overall under-
standing of parental teaching strategies and the interaction
with their children in seasonal influenza prevention and
related practices. These quantitative data enriched the
qualitative analysis of each case as it provided a context
for parents’ responses.
In the final stage, a comprehensive comparison was
made across cases including families’ demographic infor-
mation, living environment, parental education level,
parental teaching strategies and the characteristics of
parent-child interaction in relation to hygiene practices.
This cross-case analysis of the multiple cases provided
an understanding of the commonalities and differences
between cases regarding hygiene practices for seasonal
influenza prevention [22, 26].
Results
Twenty Hong Kong Chinese mothers agreed to be inter-
viewed. Nineteen mothers and their preschool children
participated in the hand washing and facemask wearing
observation component of this research. One of the
mothers did not participate in the observation due to re-
luctance to be involved in the demonstration. All
mothers were the main caregivers of their children, aged
between 28 and 45 years. Ten mothers had completed
secondary school education and ten completed tertiary
education. Fifteen mothers were housewives and five
mothers were full-time workers with their children being
cared for by other family members (Table 1).
The qualitative analysis of the interviews identified
five major themes within the data. The themes were:
processes used by parents to teach personal hygiene;
parent-child interaction during teaching; approaches to
managing children’s health behaviours; enhancing chil-
dren’s healthy practices; and parents’ perspective of the
nurse’s health promotion role. The quantitative data
gleaned from the survey and observations enriched the
interview findings.
Processes used by parents to teach personal hygiene
The mothers reported that they did not use any specific
teaching method to teach their children health practices.
They sometimes kept silent during the observation ses-
sion and did not provide feedback if their child was able
to perform the health practices correctly.
If they [child] wear mask properly, the wire at upper
side, I seldom provide feedback [on their health
practices]. I only keep silent. (P1-M89)
I do not have specific method or steps to teach them
[health practices]. (P11- F292)
The findings of the above quotes were consistent
with the data observed from handwashing and face
masks demonstrations. Most mothers did not fully
demonstrate the five teaching steps listed on the ob-
servation checklist during the hand washing and face-
mask wearing sessions. All of the 19 mothers directly
asked their children to participate in hand washing
and facemask wearing. Seven participants gave in-
structions with explanations to their children concern-
ing what was expected, or the steps to be taken in
hand washing. The other 12 mothers kept silent dur-
ing the hand washing procedure. Twelve parents
allowed their children to demonstrate hand washing
and facemask wearing and provided sufficient time for
the procedures to be completed without intervening.
Seven participants allowed their children to start dem-
onstrating the procedures. However, once their chil-
dren encountered difficulties, the mothers intervened
by helping their child complete the task without
asking any probing question or allowing extra time to
independently problem-solve. After finishing the hy-
gienic practices, twelve mothers evaluated the child’s
standard of hand washing and facemask wearing ac-
cording to the local government procedure guides.
The other seven parents kept silent and did not evalu-
ate either the standard of hand washing or facemask
wearing. Only one mother provided feedback such as
“you do well by yourself this time and keep on this
practices” to her child on the performance of hand
washing and facemask wearing (Table 2).
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Parent-child interaction during teaching
Two characteristics identified during the qualitative in-
terviews were praising children when the children: per-
formed a task that mothers felt had exceeded their
child’s abilities, and if they felt their children required
limited parental guidance.
I will only praise her when they do something good…
such as if the tasks exceed her abilities, but they can
do it well. Then, I will praise them. For example,
under this situation, I will scold her. She misread the
sign of plus and minus in mathematic calculation.
Then I will scold her. (P11-F361)
If there is something he is able to do for example
washing his hands before eating, I won’t praise him.
It depends on situation. If the thing is far from his
ability and I think he cannot do it but turns out he
does it well. Then I will praise him. (P18-M374)
Limited parental guidance on children’s health practices
was observed in the following quote.
I seldom talk to or teach my son how to wear the
mask properly. They elicit most of the things by
themselves. I only correct them when they wear the
mask wrongly. (P1-M87)
I will only teach her when she cannot do it. If she
says, ‘mum, I do not know how to do it, I do not
know how to fit it, can you teach me? Then I will
teach her. (P8-M377)
The findings of the above quotes were consistent with
the characteristics observed during the observation of
hand washing and facemask wearing. All of the 19
mothers engaged their children in conversation when
commencing the procedure performance. Questioning
and answering skills were used to check children’s un-
derstanding. When two children interrupted their par-
ents’ conversations, two of the mothers stopped talking
and listened to their children’s requests before proceed-
ing to the next step. Twelve mothers used language that
appeared to be clear enough for their children to under-
stand their instruction. Mothers described different as-
pects of hand washing when carrying out teaching to
enhance their child’s learning including: the location of
areas on the hand to be cleaned, and hand actions used
to effectively clean the hands and the colour and shape
of the face mask when guiding facemask wearing. Seven
mothers observed their child’s practices without any ex-
planation or description of the actions. Five mothers ver-
bally appreciated their child when the procedure was
correctly completed. Fourteen mothers remained silent
when their child completed the procedure appropriately.
Five children encountered difficulties during hand wash-
ing and facemask wearing. Two of the five mothers en-
couraged their child when they had difficulties and three
remained silent. All mothers used a combination of
commands and explanations when asking their child to
do or not to do the health practices.
Approaches to managing children’s health behaviours
The mothers reported various strategies to ensure their
child followed their instructions and maintained healthy
behaviours. These included: punishing the child, threat-
ening them and giving incentives. Physical punishment
and scolding were two methods regularly identified by
the mothers to regulate children’s misbehaviours.
I also think physical punishment is … [of the] same
important as praising to children. If she is naughty, I
will hit her butt or her hands with cane or bare hands.
Sometimes I will punish her by asking her to stand
which allows time for her to calm herself. (P15-P457)
I really ask her [child] a lot of times… for example, do
not use her hand to touch her feet and I did it with
explanation, but she still does not listen. She still does
not change. I am out of solution. I did everything. I
warned her once, I hit her hands once. (P8- M161)
When he does not listen to my instruction, I will not
allow him to do something he wants to do. If he does
something related to health practice wrong, I will
scold him. If he still doesn’t listen, I will punish him
when we go home. (P9-M112)
The mothers claimed using a threatening approach
and providing consequences was an effective way to stop
their children’s misbehaviours.
When he doesn’t follow my instruction, I sometimes
will tell him, “If you do not do it, I will not take you
out to play”. It’s effective. In general, when we tell him
this, he will be scared and will follow our instructions.
(P12-M336)
Table 2 Parental teaching process of hand washing and
facemask wearing
Parental teaching process of 19 participants Yes No
Alerts child to the activity 19 (100 %) 0
Instructs child to perform what is expected 7 (33.84 %) 12 (63.16 %)
Allows child to demonstrate 12 (63.16 %) 7 (33.84 %)
Evaluates the standard of child’s health practice 12 (63.16 %) 7 (33.84 %)
Provides feedback to child on their
performance
1 (5.26 %) 18 (94.74 %)
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I let my daughter see the photos of ugly fingers and
told her this is the consequences of biting nails. After
seeing the photos, she got scared, and then she stopped
biting. I have no other ways since she did not listen to
me. Therefore, I have to intimidate her. (P14-M399)
Most of the mothers used incentive such as gifts,
snacks and playing to encourage or sustain children’s
health practice. The following quote provides an ex-
ample of an incentive that was provided.
If he does it well [correct health practices steps], I will
give him a stamp every time as a reward. When he
collects a certain amount of stamps, he can use the
stamps to exchange a present from me. His health
practice has improved. (P19-M76)
Enhancing children’s health practices
During the interview, the mothers identified singing and
storytelling as useful pedagogies to encourage and sus-
tain their child’s health practice.
When he is not willing to wash his hands, I will sing
the “hand washing” song with him. Then, he will wash
it. If the thing he is willing to, I will do it more often.
Just like singing the song can help him to wash his
hands more often. (P4-M190)
Taking story-telling as an example, I will ask her some
questions in between story telling. I will ask her
whether the behaviour showed in the storybook is
correct or not, is it good to do so, or will you do that?
(P5-M405)
Parents’ perspective of the role of the nurse in health
promotion
Mothers claimed that the community nurse could provide
explanations and advice to families and their children on
health related issues. The nurse could further expand their
role by assisting families apply new knowledge and skills
they have developed into disease prevention within the
context of their home and local community. Some
mothers believed that information provided by nurses
would be more convincing. The following quote supports
the greater involvement of nurses providing health edu-
cation as the mothers felt that their children and older
relatives would be more likely to follow what a nurse
advises them to do.
Community nurses in the community can teach
everyone about the prevention of flu. For example,
when having flu symptoms and we do not want to
take medication, we can ask [community nurse] what
we can do to prevent this. At least, nurses have the
knowledge compared to normal people. By asking
them, they can explain more and give advice to us,
this is much better. (P8- M283)
I will use the knowledge obtained from the
community nurse [to prevent disease/illness] since
they have more knowledge on prevention of influenza
and can teach us. Also they [community nurses] are
more convincing. If I am the one who talk to elder
people [in my family], they will ignore me. But, if there
is a professional nurse, they may listen. (P11- F249)
In the first quote, the mother emphasized the import-
ance of health consultation role of nurses and teachers
within the community. In the second quote, the mother
claims that knowledge transfer related to disease preven-
tion from the nurse to the mother might happen during
nurse-parent and nurse-family interaction, in particular,
older family members.
In the next two quotes, there is a shift in focus as the
mothers provide an explanation of the importance of the
nurses’ and teachers’ roles in health education provision.
They [children] may not remember even you say it for
ten times to them. But if a community nurse comes to
tell them, children will remember. I think it should be
effective for community nurses to go to kindergarten
or primary school to promote health, particularly for
kindergartens. (P17-M265)
I think children always listen to nurses. Just like they
listen to their teachers. I think if the talk is held by
nurses, it will be more effective. The children will
listen to what nurse says. (P19-M317)
In the above quotes, the mothers identified an oppor-
tunity for the nurse to provide health promotion during
the child’s attendance at kindergarten. In the final quote,
the mother justified the nurse’s role in that children al-
ways listen to nurses, providing the nurse with a level of
authority as a health educator.
Discussion
The findings from this study demonstrate that none of
Hong Kong Chinese mothers in this study applied the
whole teaching process as per our framework of five
identified steps when teaching their preschool children
hygiene practices to promote health and prevent seasonal
influenza. Some parents adopted controlling approaches
to ensure their children’s compliance in health practices
or provided incentives such as gifts or snacks. The strat-
egies parents applied may not be optimal and therefore
this study provides insights that could assist nursing ser-
vice planners to design child and family health promotion
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programmes to better support parents to guide the devel-
opment of their children’s healthy behaviours.
Enhancing effective parent-child interaction and teaching
for health
The key determinant for successful implementation of
health education programmes is the educator’s, or in this
case the parent’s ability to communicate effectively [27].
In recent years, the focus of prevention research has
shifted from the parent and child as individuals to the
parent-child dyad [16]. This reciprocal interaction relies
on the level of a child’s cue clarity, a parent’s responses
and a logical interaction sequence to ensure effective
communication [15]. Our study provides observational
evidence of communication issues where reciprocal
interaction could be enhanced. We found that while 12
mothers used language that was clear enough for their
child to understand, the hand washing instructions given
by seven mothers’ were not understood by their chil-
dren. The clarity of instruction and quality of informa-
tion provided to the children could be improved by
assisting new mothers to learn the required steps of
practice, such as hand washing, in a systematic way.
Positive parent-child communication is identified as
contributing to effective health practice learning [27]. It
enables parents to support their children’s health behav-
iour regulation, maintain involvement and act as a posi-
tive role model for their children [28]. It reduces the
need for the mother to rely on assertive and aversive
strategies to increase child health practice compliance
[16]. In this study, punitive strategies were found to be
commonly employed as a method to gain their child’s
compliance. Some mothers identified a lack of confidence
to change their children’s behaviour. Therefore enabling
parents to build confidence and effective communication
with their children is central to health promotion inter-
ventions to enhance child health practice learning [27].
Interventions to support the adoption of healthy be-
haviours involve assisting parents to improve their
knowledge and modelling skills. Practice sessions involv-
ing both parents and their children in demonstrations of
these health practices are a key way forward. Parents can
be supported to develop effective communication skills,
knowledge about their children’s physical development
and ways of learning. Scenario based learning involving
cough etiquette or hand washing can guide parents and
children during practice sessions. Through these hands-
on interactive activities children are provided with op-
portunities to apply their new knowledge into everyday
practice enabling parents to develop confidence [29, 30]
in guiding child health behaviour. With the support and
consultation of community nurses, inappropriate and in-
effective concepts and practices related to child learning
and interactions can also be corrected and positive
practices consolidated. Nurses can facilitate these prac-
tice sessions through face-to-face education and phone
consultations or teleconferences [31, 32], these strategies
can provide parents with additional feedback and sup-
port post intervention.
Integrating parental teaching skills in child and family
health education
In this study, some mothers who adopted a controlling
approach to regulate children’s health behaviours
claimed they had no other way to manage their child’s
behaviour. Chinese parents have been reported to use
controlling and restrictive approaches in child rearing
[33]. Children may be required to be unquestionably
obedient to their parents who may influence the use of
such parenting approaches. Frequent use of restrictive or
controlling approaches by parents have been associated
with children’s behavioural problems such as internet
misuse [34] and unhealthy eating [16]. Health profes-
sionals can support parents to employ teaching ap-
proaches to adopted healthy behaviours that encourage
children using strategies that promote and celebrate
child achievements [35].
Nurse-parent-child partnerships in health promotion
Parental expectations concerning nurses’ and teachers’
roles in health education were also highlighted in our
study [36]. A multi-faceted approach involving the health
sector, community partners and families in health promo-
tion is a fundamental goal of health promotion [37]. Part-
nerships between community nurses and teachers provide
opportunities to strengthen parents’ abilities to create
healthy households [38] by appropriately using health ser-
vices, to assist parents set achievable goals [39] and pro-
vide emotional support and information. This partnership
is of particular importance to child rearing ensuring that
families are actively involved in enhancing their health
[40]. It is vital for nurses to foster relationships early on
with parents and their child by: involving parents and
children in conversations about health promotion [41];
communicating the parents’, child’s and nurse’s expecta-
tions with regard to learning; and encouraging parents
to model health behaviours and practices for their chil-
dren [28]. These approaches will assist in maintaining
an optimal environment for health promotion and ill-
ness/disease prevention at both community and house-
hold levels.
Limitations
Further experimental studies are warranted to examine
the impact and effectiveness of parental training on the
use of structural and interactive parent-child teaching
approaches in establishing their child’s health practices.
In this study, the gender of the participants was
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homogeneous as all were female. This is an important
factor to be considered in future research regarding gen-
der differences in father’s health teaching experience and
capacity. Extending the current research to include diverse
samples in ethnicity and/or socio-economic class would
be a valuable next step. Finally, the sequence of the data
collection may have altered or impacted upon the
mothers’ health practices, because the interviews were
conducted before the observation of the teaching session.
Conclusion
This study has provided a valuable insight into the ap-
proaches Hong Kong Chinese mothers use to teach their
preschool children to prevent seasonal influenza. The
findings identify the critical role of the community nurse
in enhancing effective parent-child interaction for children
learning health practices. Nurse-parent-child partnerships
are an important consideration when planning and imple-
menting seasonal influenza health promotion.
Acknowledgements
We would like to thank participants for their participation in this study.
Funding
Nil.
Availability of data and materials
No data will be shared due to confidentiality.
Authors’ contributions
All authors participated in the study design. WL was responsible for data
collection. All authors contributed to the analysis of data and in drafting
the manuscript. All the authors read and approved the final version of the
manuscript.
Competing interests
The authors declare no competing interests.
Consent for publication
The participants have given consent to publish. Data has no individual
details and is handled confidentially.
Ethics approval and consent to participate
This study was reviewed and approved by the Hong Kong Polytechnic
University Human Research and Ethics Committee (HSESC reference No.:
HSEARS20140121001) and University of Technology Sydney Human Research
Ethics Committee (UTS HREC approval number: 2014000072). Informed
written consent was obtained from all parents prior to the start of the
interviews. Participation in the study was voluntary and the parents were
able to withdraw from the study at any time. All data were de-identified
during the transcription process.
Received: 23 February 2016 Accepted: 26 August 2016
References
1. Centre of Health Protection of Hong Kong. Seasonal Inflenza 2012. http://
www.chp.gov.hk/en/view_content/14843.html. Accessed 26 January 2016.
2. World Health Organization. Influenza (Seasonal). 2009. http://www.WHO.int/
mediacentre/factsheets/fs211/en/index.html. Accessed 7 April 2013.
3. World Health Organization. Infection-control measures for health care of
patients with acute respiratory diseases in community settings: trainer’s
guide Geneva: WHO; 2009.
4. Centre of Health Protection of Hong Kong. Preparedness Plan for Influenza
Pandemic The Government of the Hong Kong Special Administrative
Region. Hong Kong: The Government of Hong Kong Special Administrative
Region; 2014.
5. Centre of Health Protection of Hong Kong. Hand hygiene an easy and
effective way to prevent infection. 2014. http://www.chp.gov.hk/en/
exhibition_details/2587/0.html Accessed 17 Jan 2016.
6. Song IH, Kim S-A, Park W-S. Family factors associated with children’s
handwashing hygiene behavior. J Child Health Care. 2013;17(2):164–73.
doi:10.1177/1367493512456106.
7. Whitby M, Mclaws M-L, Ross MW. Why healthcare workers don’t wash their
hands: a behavioral explanation. Infect Control. 2006;27(05):484–92.
8. Harvard Family Research Project. Family involvement in early childhood
education. Cambridge: Harvard Graduate School of Education; 2006.
9. Schor EL. Family pediatrics: report of the Task Force on the Family.
Pediatrics. 2003;111(6 Pt 2):1541–71.
10. Cook JL, Cook G. Child development: principles and perspectives. 11th ed.
London: Pearson Allyn and Bacon; 2009.
11. Morrison GS. Early childhood education today. 11th ed. Upper Saddle River,
NJ: Pearson Merrill/Prentice Hall; 2008.
12. Thompson AM, Humbert ML, Mirwald RL. A Longitudinal Study of the
Impact of Childhood and Adolescent Physical Activity Experiences on Adult
Physical Activity Perceptions and Behaviors. Qual Health Res. 2003;13(3):358–
77. doi:10.1177/1049732302250332.
13. Wong DL. Whaley & Wong’s Essentials of pediatric nursing 5th ed. St. Louis:
Mosby; 1997.
14. Morrongiello BA, McArthur BA, Bell M. Managing children’s risk of injury
in the home: does parental teaching about home safety reduce young
children’s hazard interactions? Accid Anal Prev. 2014;71:194–200. doi:10.
1016/j.aap.2014.04.016.
15. Sumner GA, Spietz A. NCAST caregiver/parent-child interaction teaching
manual. Seattle, WA: NCAST Publications; 1996.
16. Skouteris H, McCabe M, Ricciardelli LA, Milgrom J, Baur LA, Aksan N, et al.
Parent-child interactions and obesity prevention: a systematic review of the
literature. Early Child DevelopCare. 2011;182(2):153–74. doi:10.1080/
03004430.2010.548606.
17. Arredondo EM, Elder JP, Ayala GX, Campbell N, Baquero B, Duerksen S. Is
parenting style related to children’s healthy eating and physical activity in
Latino families? Health Educ Res. 2006;21(6):862–71. doi:10.1093/her/cyl110.
18. Vereecken C, Legiest E, De Bourdeaudhuij I, Maes L. Associations
between general parenting styles and specific food-related parenting
practices and children’s food consumption. Am J Health Promot. 2009;
23(4):233–40.
19. Livingstone S, Helsper EJ. Parental Mediation of Children’s Internet Use. J
Broadcast Electron Media. 2008;52(4):581–99. doi:10.1080/
08838150802437396.
20. Cresswell JW. Qualitative, quantitative and mixed methods approaches 2nd
ed. Thousand Oaks: Sage Publications; 2009.
21. Yin R. Application of case study research 3rd ed. Thousand Oaks: SAGE; 2012.
22. Yin R. Case study research: design and methods 5th ed. Los Angeles: SAGE;
2014.
23. Stake RE. The art of case study research. London: SAGE; 1995.
24. Polit DF, Beck CT. The content validity index: Are you sure you know what’s
being reported? critique and recommendations. Res Nurs Health. 2006;29(5):
489–97. doi:10.1002/nur.20147.
25. Morse JM, Field PA. Qualitative research methods for health professionals
3rd ed. Thousand Oaks: Sage Publications; 2002.
26. Creswell JW. Qualitative inquiry & research design. 2nd ed. Thousand Oaks
Sage Publications 2007.
27. Parletta N, Peters J, Owen A, Tsiros MD, Brennan L. Parenting styles,
communication and child/adolescent diets and weight status: let’s talk
about it. Early Child Develop Care. 2012;182(8):1089–103. doi:10.1080/
03004430.2012.678597.
28. Riesch SK, Anderson LS, Krueger HA. Parent-child communication processes:
preventing children’s health-risk behavior. J Spec Pediatr Nurs : JSPN. 2006;
11(1):41–56. doi:10.1111/j.1744-6155.2006.00042.x.
29. Bandura A. Regulation of cognitive processes through perceived self-
efficacy. Dev Psychol. 1989;25(5):729–35. doi:0022-3514/89/.75. http://dx.doi.
org/10.1037/0012-1649.25.5.729.
30. Brown N, Gallagher R, Fowler C, Wales S. Asthma management self-efficacy
in parents of primary school-age children. J Child Health Care : for
professionals working with children in the hospital and community.
2014;18(2):133–44. doi:10.1177/1367493512474724.
Lam et al. BMC Nursing  (2016) 15:51 Page 8 of 9
31. Nutbeam D. Health literacy as a public health goal: a challenge for
contemporary health education and communication strategies into the 21st
century. Health Promot Int. 2000;15(3):259–67. doi:10.1093/heapro/15.3.259.
32. Comer JS, Furr JM, Cooper-Vince C, Madigan RJ, Chow C, Chan PT, et al.
Rationale and Considerations for the Internet-Based Delivery of Parent-Child
Interaction Therapy. Cogn Behav Pract. 2015;22(3):302–16.
http://dx.doi.org/10.1016/j.cbpra.2014.07.003.
33. Chao RK. Beyond parental control and authoritarian parenting style:
Understanding Chinese parenting through the cultural notion of training.
Child Dev. 1994;65(4):1111–9.
34. Wu CS, Fowler C, Lam WY, Wong HT, Wong CH, Yuen Loke A. Parenting
approaches and digital technology use of preschool age children in a
Chinese community. Ital J Pediatr. 2014;40:44. doi:10.1186/1824-7288-40-44.
35. Chen M, Chan KL. Effects of Parenting Programs on Child Maltreatment
Prevention A Meta-Analysis. Trauma Violence Abuse. 2016;17(1):88–104.
36. Yamamoto Y, Li J. What makes a high-quality preschool? Similarities and
differences between Chinese immigrant and European American parents’
views. Early Child Res Q. 2012;27(2):306–15. http://dx.doi.org/10.1016/j.
ecresq.2011.09.005.
37. Cyril S, Smith BJ, Renzaho AMN. Systematic review of empowerment
measures in health promotion. In: Health Promotion International. 2015.
http://heapro.oxfordjournals.org/content/early/2015/07/01/heapro.dav059.
abstractN2 Accessed 10 Nov 2015.
38. Lau CH, Springston EE, Sohn M-W, Mason I, Gadola E, Damitz M, et al. Hand
hygiene instruction decreases illness-related absenteeism in elementary
schools: a prospective cohort study. BMC Pediatr. 2012;12(1):1.
39. Landy CK, Jack SM, Wahoush O, Sheehan D, MacMillan HL. Mothers’
experiences in the Nurse-Family Partnership program: a qualitative case
study. BMC nursing. 2012;11(1):15.
40. Carr-Hill R, Currie E. What explains the distribution of doctors and nurses in
different countries, and does it matter for health outcomes? J Adv Nurs.
2013;69(11):2525–37. doi:10.1111/jan.12138.
41. Jurkowski J, Green Mills L, Lawson H, Bovenzi M, Quartimon R, Davison K.
Engaging Low-Income Parents in Childhood Obesity Prevention from Start
to Finish: A Case Study. J Community Health. 2013;38(1):1–11.
doi:10.1007/s10900-012-9573-9.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Lam et al. BMC Nursing  (2016) 15:51 Page 9 of 9
